or wished that research on antibiotic sensitivity testing would cease with the publication of the I.C.S. report. On the contrary, we recognized the need for further regional and collaborative studies. The I.C.S. working group deplores that no international body has offered to organize continuation of the work.
In international discussions, however, it is essential that previous work and recommendations arising therefrom be correctly quoted. This applies equally to practical experience acquired after publication of the I.C.S. report which has largely been based on this report and is well known to leading British bacteriologists. Your leading article has regrettably, failed in these respects. ** We cannot accent the charge of misunderstanding or incorrect quotation in regard to the method of interpretation of this type of test. That "the translation of inhibition-zone diameters directly into categories of sensitivity" is "by reference to tables" is strictly true of the American version of the method. The substitution of "charts" for "tables" maikes it eaually true of the I.C.S. method. The Swedish maker of test discs referred to by Professor Ericsson provides a "zone-size interpretative chart," which is a series of scales for individual antibiotics from which zone diameters can be read off as indicating one of four categories of sensitivity or resistance. It is true that these scales also indicate "break points" in M.I.C. and that the ibasis of the proceeding is as described by Professor
Ericsson, but the direct translation which his letter denies is the evident intention of this chart.-ED., B.M.7.
Data Sheet Compendium SIR,-The Data Sheet Compendium 1974, issued free to the medical and pharmaceutical professions by the Association of British Pharmaceutical Industry, is a most helful document and I am surprised that your correspondence columns have not been filled before now with congratulatory letters from medical users.
Perhaps users of the compendium and official bodies such as the Joint Formulary Committee could make occasional suggestions and help the compilers maintain the very high standard they have set themselves. I should like some of the drug information to be expanded. For example, the entry for Warfarin WBP merely states that a list of factors influencing anticoagulant requirements is available on request, whereas the makers of Dindevan are much more generous in giving a list of drugs and other factors which may effect anticoagulant therapy. I should also like to see an index of approved names as well as the proprietary names, so that one has two ways of finding the excellent information contained in the book.
incidentally, I am now only prepared to see drug reipresentatives from firms who publish within the compendium, and I feel this is wholly commendable bit of market pressure.-I am, etc., RONALD LAW Wembley, Middlesex Larrey and Debridement SIR,-Mr. D. H. Patey (14 September, p. 686) believes I have "fallen into the error of regarding d6bridement as carried out by Larrey with the procedure as now practised." He credits Larrey with establishing the importance of one aspect only of d6bridement -namely, the "unbridling" (literal translation) of constricting tissues and implies that the removal of tissue debris had to await knowledge of microorganisms. However, I maintain that Larrey did practise a surgical treatment of wounds that can quite justifiably be termed d6bridement in the modern sense-though what other surgeons may have done or not done is another matter entirely. He did not need to know about bacteria; he just knew that wounds failed to heal if they were not cleaned up surgically. I thinlk a browse through Larrey's case histories makes this abundantly clear.
Mr. Patey's quotation from p. 13 of my book' does not describe Larrey's practice but comes from my paraphrase of Desault's teaching which was deliberately modem in tone so that I could define d6bridement for the non-medical reader. I then continued, "Larrey at once appreciated its significance and profited greatly from the lesson." Larrey wrote in his Memoirs,2 "Desault taught us, that in order to change the nature of wounds, from a complicated to a simple state, it was not sufficient to make the part bleed: that in order to attain this end, it was necessary to remove the bruised edges with a sharp knife, and then to unite the wound with a suture; and that this method is practicable only in wounds of the face, and in solutions of continuity of the soft parietes of the mouth. In my campaigns in Germany and Egypt, I have profited by the practical lessons of this man of genius, who appears to have here made one of the most important discoveries in surgery" (p. 19). (I agree with Dible3 that the restriction of the method to wounds of the face and mouth refers only to immediate suture and not to the whole surgical procedure. This is, in fact, obvious from Larrey's case histories.)
Unfortunately Mr. Patey has missed another of Larrey's comments. In Observations4 (an English translation of the first volume of Clinique Chirurgicale) Larrey wrote on the subject of lacerated wounds: "The first indications to be fulfilled consist in making divergent incisions through the integuments which form the edges of the wounds, through the fibrous sheaths and through the aponeuroses; in cutting out all those disorganized shreds of muscle or tendon which protrude beyond the level of the solution of continuity, and in tying as much as possible all vessels which are visible, as well as those after which search may be made without danger" (pp. 8-9). Pages 28-34 of Observations deal with the importance of removing foreign bodies and give three successful case histories where clothing had been driven in with the bullet to illustrate the point.
Finally we come to Mr. Patey's comments on Larrey's dressing technique (pancement, if you will). This was, in fact, used by Larrey whenever appropriate and not just for wounds that required no surgery. It is described and placed in perspective on p. 242 of my book (note 3 to chapter 3). Moreover, alone it was not the forerunner of Trueta's practice. Trueta and Larrey both emphasized immobilization; the former with plaster of Paris,5 the latter with his rigid splint (appareil iniamovible) which he used as early as the Egyptian campaign.
Larrey's treatment of General Claude Pajol at Borodino (related on p. 161 of my book) brings all this to a focus. Pajol received a gunshot wound of the left forearm.
Both bones were broken and the fractured ends fragmented. Larrey debrided the wound, including the removal of all fragments of bone not attached to periosteum, dressed it, and put the forearm in an appareil inamovible. Any other surgeon at that time, and in the turmoil of battle, would certainly have amputated, but Larrey achieved a result that both anatomically and functionally was excellent. Can there still be doufbt?-I am, etc., Newcombe (10 March 1973, p. 610) we report a further fatality from ischaemic necrosis and subsequent perforation of the lesser curvature of the stomach after highly selective vagotomy for duodenal ulcer.
ROBERT RICHARDSON
The patient was a fit 42-year-old man with a four-year history of indigestion. He had had a melaena in 1973 and another in early 1974 which needed 3-2 1. of blood replacement. Gastroscopy and a barium meal showed an ulcer on the anterior wall of the duodenum. The bleeding stopped but at laparotomy on 12 June 1974 slight thickening and reddening were found on the anterior aspect of the upper border of the apex of the duodenal cap compatible with mild past or present ulceration. A highly selective vagotomy was done, baring the oesophagus and lesser curve from 5 cm above the cardia to 7-5 cm above the pylorus without any particular difficulty in relation to the lesser omentum. The patient made quite good progress at first and was beginning to enjoy food by the fifth day, when he rapidly deteriorated, becoming distended and dehydrated with low blood pressure, some vomiting, and oliguria. As in Mr. Newcombe's case, paralytic ileus without obvious cause was diagnosed and there was considerable improvement from reinstituting nasogastric suction and vigorous intravenous replacement. He did not improve as much as he should have, and on 19 June 700 ml of right pleural effusion containing Candida sp. was withdrawn. A subphrenic abscess was confirmed by x-ray examination and explored the next day. His condition by then had become critical. It was realized that ischaemic necrosis of the lesser curvature was likely to be the underlying cause of the deterioration, but his condition was so poor that the anaesthetist forbade further laparotomy. The patient died on 22 June. Necropsy confirmed peritonitis, right subphrenic abscess, pleural effusion, and collapse of both lower lobes and it revealed an ischaemic 3-cm perforation at the lesser curvature, half way between the pylorus and cardia, which initially had been partly walled off by adhesions between peritoneum and omentum but recently had totally perforated and had pus around it. Histological examination confirmed the presence of a zone of ischaemic change in the stomach wall extending 2-3 cm around the perforation.
It is ironical that we should report a fatality from an operation performed only four days after you published Mr. Wyllie's letter reporting his successful management of his case. The timing and nature of the postoperative complication in our case closely resemble those in Mr. Wyllie's and Mr. Newcorrbe's. Obviously these three similar cases suggest that ischaemic necrosis of the lester curvature of the stomach may be regarded as a definite though rare complication of highly selective vagotomy. Whether this 
